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Abstract
Introduction—Injuries, including those resulting from violence, are a leading cause of death 
during pregnancy and the postpartum period. North Carolina, along with other states, has 
implemented surveillance systems to improve reporting of maternal deaths, but their ability to 
capture violent deaths is unknown. The purpose of this study was to quantify the improvement in 
ascertainment of pregnancy-associated suicides and homicides by linking data from the North 
Carolina Violent Death Reporting System (NC-VDRS) to traditional maternal mortality 
surveillance files.
Methods—Enhanced case ascertainment was used to identify suicides and homicides that 
occurred during or up to 1 year after pregnancy from 2005 to 2011 in North Carolina. NC-VDRS 
data were linked to traditional maternal mortality surveillance files (i.e., death certificates with any 
mention of pregnancy or matched to a live birth or fetal death record and hospital discharge 
records for women who died in the hospital with a pregnancy-related diagnosis). Mortality ratios 
were calculated by case ascertainment method. Analyses were conducted in 2015.
Results—A total of 29 suicides and 55 homicides were identified among pregnant and 
postpartum women through enhanced case ascertainment as compared with 20 and 34, 
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respectively, from traditional case ascertainment. Linkage to NC-VDRS captured 55.6% more 
pregnancy-associated violent deaths than traditional surveillance alone, resulting in higher 
mortality ratios for suicide (2.3 vs 3.3 deaths per 100,000 live births) and homicide (3.9 vs 6.2 
deaths per 100,000 live births).
Conclusions—Linking traditional maternal mortality files to NC-VDRS provided a notable 
improvement in ascertainment of pregnancy-associated violent deaths.
Introduction
Injuries, including those resulting from violence, are a leading cause of death and disability 
among women of reproductive age in the U.S.1 In particular, suicide and homicide have been 
noted as leading causes of death during pregnancy and the postpartum period.2–8 These 
violent deaths are often classified as pregnancy-associated (i.e., deaths occurring while 
pregnant or within 1 year of termination of pregnancy, irrespective of cause), but in some 
cases the cause of death may be related to pregnancy such as suicide related to postpartum 
depression and some homicides related to intimate partner violence (IPV).9
The Centers for Disease Control and Prevention (CDC) first implemented a national 
maternal mortality surveillance system in 1986 to improve reporting of pregnancy-related 
deaths, address data gaps in the causes of these deaths, and inform prevention and 
intervention.10 Data are collected on all deaths occurring during pregnancy or within 1 year 
of pregnancy, regardless of cause, and all deaths are reviewed to determine if the cause of 
death is related to pregnancy.11 Several states, including North Carolina, have implemented 
maternal mortality surveillance systems that rely on administrative databases such as vital 
records, medical charts, and hospital discharge reports.12 However, these databases often 
lack detailed information on the circumstances surrounding deaths, and their ability to 
capture all violent deaths during pregnancy and the postpartum period is unknown.9,13,14 
Additional data sources are needed to identify violent deaths missed by traditional 
surveillance and to provide further information for understanding if the cause of death was 
related to pregnancy.
CDC’s National Violent Death Reporting System (NVDRS) captures detailed data on all 
suicides, homicides, deaths of undetermined intent, unintentional firearm deaths, and deaths 
due to legal intervention occurring in 32 states, including North Carolina.15 The inclusion of 
NVDRS in traditional maternal mortality surveillance systems may improve reporting of 
pregnancy-associated violent deaths and identification of cases in which the cause of death 
was related to pregnancy. This information is important for informing the development and 
implementation of violence prevention strategies during pregnancy and the postpartum 
period. The objectives of this study were to use an enhanced case ascertainment process of 
linked data from the North Carolina Violent Death Reporting System (NC-VDRS) and 
traditional maternal mortality surveillance files to estimate the frequency of pregnancy-
associated suicides and homicides in North Carolina and to describe the circumstances 
surrounding these violent deaths.
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Methods
Data Sources
Suicides and homicides were identified from two data sources: maternal mortality files and 
NC-VDRS. North Carolina’s maternal mortality files include information on maternal 
deaths for women aged 10–50 years occurring during pregnancy and up to 1 year following 
delivery (i.e., traditional ascertainment). The North Carolina State Center for Health 
Statistics identifies deaths annually using death certificates with any mention of pregnancy 
or with relevant ICD-10 cause of death codes. Additionally, all death records for women 
aged 10–50 years are electronically matched to live birth and fetal death certificates for the 
same and previous calendar year to identify other maternal deaths. Hospital discharge 
records are also queried for women who died in a North Carolina inpatient hospital with a 
pregnancy-related diagnosis. Clinical experts review the cases to confirm classification as 
pregnancy-related. For 2005–2011, a detailed medical review was conducted by a board-
certified obstetrician specializing in maternal and fetal medicine. If there was insufficient 
information to classify the death, the medical examiner or physician signing the death 
certificate was contacted for additional information (e.g., autopsy report).16
The NC-VDRS is part of CDC’s NVDRS. It is an incident-based, statewide surveillance 
system administered by the Injury and Violence Prevention Branch of the North Carolina 
Division of Public Health. NC-VDRS collects data on all violent deaths that occur in North 
Carolina by combining data from death certificates, medical examiner reports, and law 
enforcement incident and investigative reports. The victim’s pregnancy or postpartum status 
is noted on the death certificate or in the medical examiner’s autopsy report and is coded as 
pregnant at the time of death, pregnant within 42 days of death, pregnant within 43 days to 1 
year before death, or unknown if pregnant within the past year.
News reports were used as an additional source of information to determine gestational age 
at the time of death.
Enhanced Case Ascertainment
An enhanced case ascertainment process was used to identify women who were North 
Carolina residents and died from suicide or homicide during pregnancy or the postpartum 
period from 2005 to 2011. Individual NC-VDRS files for women aged 10–50 years were 
deterministically linked to maternal mortality files using death certificate number and year 
of death. A manual review of all matches was conducted to ensure linkage accuracy. All 
maternal deaths coded as suicide or homicide in the maternal mortality files linked to a 
record in NC-VDRS, yielding a 100% match rate. NC-VDRS files were also queried for 
pregnancy status to ascertain additional pregnancy-associated deaths that were not included 
in the maternal mortality files from traditional case ascertainment. The University of North 
Carolina at Chapel Hill IRB considered this study exempt.
Measures
Victim characteristics included age, race (black, white, other), marital status (never married, 
married), and years of education (categorized as <12 years, ≥12 years). Data on education 
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are only provided for 2005–2009, owing to changes in birth certificate data collection in 
2010. Data for victim characteristics were obtained from NC-VDRS.
The method (e.g., firearm, poisoning) of suicide and homicide was reported in NC-VDRS 
and based on ICD-10 codes derived from death certificates and information in the medical 
examiner and law enforcement reports. Circumstances were reported in NC-VDRS and were 
based on information in the medical examiner and law enforcement reports. Suicide 
circumstances included if the victim was perceived by herself, family, or friends to have 
been depressed at the time of death; had one or more known mental health diagnoses other 
than alcohol or substance abuse; had a current prescription for a psychiatric medication or 
had seen a mental health professional within the past month; and whether the suicide was 
related to problems with a current or former intimate partner or other interpersonal problems 
with family or friends. Homicide circumstances included whether the incident was related to 
IPV; jealousy or distress over an intimate partner’s relationship or suspected relationship 
with another person; an argument or other interpersonal conflict not related to IPV, jealousy, 
money, or property; drug dealing or illegal use; if the homicide was precipitated by another 
serious crime such as robbery or sexual assault; and the relationship of the victim to the 
suspect.
For pregnant suicide and homicide victims, the weeks of gestation at the time of death were 
noted in the NC-VDRS incident narrative if provided in the medical examiner report or were 
obtained from news reports if not included in NC-VDRS (n=8). For postpartum victims, the 
number of months post-delivery at death was calculated by comparing the date of delivery as 
noted in the maternal mortality files to the date of death as noted in NC-VDRS.
Statistical Analysis
Descriptive analyses were conducted to calculate the number of suicides and homicides 
occurring during pregnancy or the postpartum period and overall mortality ratios (per 
100,000 live births) by case ascertainment method (traditional versus enhanced). Maternal 
mortality ratios were defined as the number of violent deaths divided by the number of live 
births among North Carolina residents. Suicide and homicide mortality ratios were also 
estimated by victim characteristics for cases identified through enhanced case ascertainment. 
Additional analyses examined circumstances, methods, and time of death by pregnant and 
postpartum status. Analyses were conducted in 2015.
Results
Between 2005 and 2011, 20 suicides and 34 homicides were identified among pregnant and 
postpartum women through traditional case ascertainment, and all were matched to a record 
in NC-VDRS. An additional nine suicides and 21 homicides were identified by NC-VDRS 
for a total of 29 suicides and 55 homicides identified through enhanced case ascertainment 
(Figure 1). Linkage to NC-VDRS captured 55.6% more pregnancy-associated violent deaths 
than traditional surveillance. Twenty-six of the 30 (86.7%) additional deaths identified 
through enhanced case ascertainment occurred during pregnancy; four (13.3%) occurred 
during the postpartum period. The additional deaths identified through enhanced case 
ascertainment resulted in higher overall suicide (2.3 vs 3.3 deaths per 100,000 live births) 
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and homicide (3.9 vs 6.2 deaths per 100,000 live births) mortality ratios as compared with 
traditional ascertainment (data not shown).
Demographic characteristics of victims identified through traditional case ascertainment 
were similar to those identified in NC-VDRS only, with two exceptions. Among homicide 
victims, a higher proportion identified through traditional case ascertainment was black 
(61.8%), whereas a higher proportion identified in NC-VDRS only was white (57.1%). 
Among suicide victims, a higher proportion identified through traditional case ascertainment 
was not married (55%), whereas a higher proportion identified in NC-VDRS only was 
married (66.7%).
Among violent deaths identified through enhanced case ascertainment, pregnant and 
postpartum women aged ≥35 years had a higher suicide mortality ratio than women aged 
10–34 years (8.9 vs 2.5 deaths per 100,000 live births, Table 1). For homicides, pregnant and 
postpartum women aged 10–34 years had a higher mortality ratio than women aged ≥ 35 
years (6.8 vs 2.7 deaths per 100,000 live births), black women had a higher mortality ratio 
than white women (14.5 vs 5.1 deaths per 100,000 live births), unmarried women had a 
higher mortality ratio than married women (11.1 vs 2.9 deaths per 100,000 live births), and 
women with < 12 years of education had a higher mortality ratio than women with ≥12 years 
of education (11.1 vs 5.7 deaths per 100,000 live births).
A substantial proportion of both pregnant and postpartum suicide victims were reported to 
have circumstances related to mental health, including a current mental health diagnosis, 
receiving mental health treatment, or a current depressed mood (Table 2). The most common 
mental health diagnosis among pregnant women was bipolar disorder (66.7%) and among 
postpartum women was depression (55.6%, data not shown). Additional suicide 
circumstances for both pregnant and postpartum victims were related to interpersonal 
relationships, including problems with an intimate partner. Among pregnant women, the 
most common method of suicide was hanging, strangulation, or suffocation (42.9%), 
whereas the most common method among postpartum women was a firearm (54.5%).
More than half of pregnant suicide victims were 1–12 weeks of gestation at the time of death 
(57.1%). Most postpartum suicide victims were ≥3 months post-delivery at the time of death 
(77 3%)
The most frequently reported circumstances for both pregnant and postpartum homicide 
victims were related to interpersonal relationships, including problems with an intimate 
partner and jealousy or lovers’ triangle (Table 3). A high proportion of pregnant (44.4%) and 
postpartum (82.1%) homicides was perpetrated by a current or former intimate partner of the 
victim, such as a boyfriend, girlfriend, or spouse (data not shown). Firearms (55.6%) and 
sharp instruments (18.5%) were the most commonly reported methods of homicide among 
pregnant women (55.6% and 18.5%, respectively) and postpartum women (57.1% and 
21.5%, respectively).
Two thirds of pregnant homicide victims were <28 weeks gestation at the time of death. 
More than half of postpartum homicide victims (53.6%) were ≥6 months post-delivery at the 
time of death.
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Discussion
This study extends the literature on maternal mortality due to violence by linking state-based 
maternal mortality files to data from NC-VDRS to improve case ascertainment of 
pregnancy-associated violent deaths and to provide more detailed information regarding 
circumstances surrounding the deaths. Enhanced case ascertainment captured 55.6% more 
violent deaths and resulted in higher maternal mortality ratios for suicide and homicide than 
traditional case ascertainment. Most of the additional deaths identified through enhanced 
case ascertainment occurred during pregnancy, indicating that linkage to NC-VDRS was 
particularly useful in identifying violent deaths during this period. The maternal mortality 
ratios calculated from enhanced case ascertainment are higher than those previously 
published,7 likely due to the incorporation of multiple data sources and identification of 
additional cases through the enhanced case ascertainment process.
There are two potential explanations for the under-ascertainment of cases using traditional 
case ascertainment. First, pregnancy may not have been noted on the death certificate in the 
cause of death fields, and thus it would not have been known whether the woman was 
pregnant at the time of death. The pregnancy checkbox was not added to death certificates in 
North Carolina until 2014 and has not been fully effective in other states in identifying 
pregnancy-associated deaths due to homicide and suicide.17 Second, a live birth or fetal 
death certificate may not have been filed for all pregnancy-associated homicides and 
suicides. In North Carolina, fetal death certificates are only filed for deaths occurring after 
20 weeks of gestation, thus violent deaths occurring prior to 20 weeks may have been 
missed by traditional case ascertainment. The inclusion of medical examiner and autopsy 
reports in NC-VDRS helped to identify these deaths.
Use of data from NC-VDRS only would not have been sufficient to identify all violent 
deaths that occurred during pregnancy and the postpartum period. The majority of the 
postpartum violent deaths (74.0%) identified through enhanced case ascertainment were 
classified as unknown if pregnant within the past year in NC-VDRS. The date of delivery 
from maternal mortality files was needed to correctly classify these deaths as occurring 
during the postpartum period. Thus, the enhanced case ascertainment process was necessary 
to more accurately ascertain pregnancy-associated violent deaths.
Homicide and suicide characteristics obtained from NC-VDRS included information 
regarding the circumstances surrounding these violent events, which is not available through 
traditional case ascertainment. Among pregnancy-associated suicides, the most commonly 
reported circumstances were related to mental health. More than half of suicide victims were 
reported to have one or more known mental health diagnoses. Similar findings have been 
reported elsewhere.7 In this study, the majority of pregnancy-associated homicides (65.5%) 
were related to IPV. Previous studies have also reported IPV as a leading circumstance 
surrounding pregnancy-associated homicides.4
Information regarding the prevalence of mental health diagnoses and IPV among pregnant 
and postpartum suicide and homicide victims highlights the importance of screening during 
prenatal and postnatal visits. The American Congress of Obstetricians and Gynecologists 
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recommends screening for depression and anxiety symptoms using a standardized, validated 
tool at least once during the perinatal period.18 In this study, most prenatal suicides occurred 
during the first trimester of pregnancy, thus screening during early pregnancy may be 
particularly important. In North Carolina, 80% of pregnant women initiate prenatal care 
during the first trimester, providing an opportunity for screening.19 With regard to IPV, the 
American Congress of Obstetricians and Gynecologists recommends that clinicians screen 
women at the first prenatal visit, at least once per trimester, and at the postpartum visit.20 In 
this study, more than half of the homicides among postpartum women occurred more than 6 
months post-delivery, potentially indicating a need for continued vigilance beyond the first 
postpartum visit. From a practical standpoint, this could occur at pediatric visits for the 
newborn or infant.
The information provided by NC-VDRS regarding circumstances surrounding pregnancy-
associated violent deaths can uncover potential causal relationships to pregnancy. In this 
study, 18% of suicides were known to be related to postpartum depression and 65.5% of 
homicides were related to IPV. Postpartum depression provides a clear link between the 
cause of death and pregnancy. For homicides, it is more difficult to determine whether the 
cause of death was related to pregnancy. It is possible that some of the homicides related to 
IPV may not have occurred if the victim had not been currently or recently pregnant.6 The 
additional information provided by NC-VDRS regarding circumstances assists with the 
distinction between pregnancy-associated and -related violent deaths, which is relevant in 
maternal mortality surveillance.
Limitations
This study has several limitations. Although linkage to NC-VDRS substantially improved 
ascertainment of pregnancy-associated violent deaths, these deaths may still be under-
reported. Autopsies may not have included an examination for pregnancy or may have 
missed women in the early stages of pregnancy. Family and friends who provided 
information for the medical examiner reports and law enforcement incident reports may 
have been unaware of early or unintended pregnancies.8 NC-VDRS data regarding victim 
demographics and methods and circumstances of the violent deaths are limited to what is 
abstracted from the medical examiner and law enforcement reports. Information in law 
enforcement reports depends largely on the completeness of information provided by family 
and friends. The validity and reliability of the cause of death classification on the death 
certificates may be problematic.21 The addition of other data sources, including medical 
examiner and law enforcement reports as well as birth records, helped to validate this 
information.22 The denominator used to calculate the maternal mortality ratios was the 
number of live births. Although this is a standard denominator for these types of 
calculations, it is likely an underestimate of the true denominator of the total number of 
pregnancies, as some resulted in miscarriage or fetal death.
Conclusions
This study highlights the importance of utilizing multiple data sources to ensure accurate 
ascertainment of pregnancy-associated violent deaths. The findings demonstrate that case 
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ascertainment based solely on traditional maternal mortality files underestimates the burden 
of suicide and homicide during pregnancy and the postpartum period. By linking maternal 
mortality files to NC-VDRS, ascertainment of pregnancy-associated violent deaths is 
substantially improved, and further exploration to determine if the cause of death is related 
to pregnancy is possible. If available, the NVDRS could be routinely incorporated into 
maternal mortality surveillance systems to capture additional deaths due to violence and to 
provide a more accurate estimate of the burden and characteristics of these deaths. The gaps 
revealed in traditional case ascertainment for identifying pregnancy-associated violent 
deaths raise the question of whether maternal deaths from other causes are underestimated 
by this approach. State maternal mortality review teams could consider linkage of additional 
data sources to the maternal mortality files to improve ascertainment for other causes of 
pregnancy-associated death. Continually improving maternal mortality surveillance and 
recognizing the contribution of injury and violence to pregnancy-associated and -related 
deaths will aid the development of effective strategies for preventing violent deaths during 
pregnancy and the postpartum period.
Acknowledgments
Publication of this article was supported by the Centers for Disease Control and Prevention. The findings and 
conclusions in this article are those of the author(s) and do not necessarily represent the official position of the 
Centers for Disease Control and Prevention, Health Resourcees and Services Administration, or the U.S. DHHS.
References
1. Centers for Disease Control and Prevention. Injury prevention & control: data and statistics 
(WISQARS™). www.cdc.gov/injury/wisqars/. Accessed June 15, 2016.
2. Shadigian E, Bauer ST. Pregnancy-associated death: a qualitative systematic review of homicide and 
suicide. Obstet Gynecol Surv. 2005;60 (3):183–190. 10.1097/01.ogx.0000155967.72418.6b. 
[PubMed: 16570396] 
3. Harper M, Parsons L. Maternal deaths due to homicide and other injuries in North Carolina: 1992–
1994. Obstet Gynecol. 1997;90(6): 920–923. 10.1016/S0029-7844(97)00485-7. [PubMed: 9397103] 
4. Chang J, Berg CJ, Saltzman LE, Herndon J. Homicide: a leading cause of injury deaths among 
pregnant and postpartum women in the United States, 1991–1999. Am J Public Health. 2005;95(3):
471–477. 10.2105/AJPH.2003.029868. [PubMed: 15727979] 
5. Cheng D, Horon IL. Intimate-partner homicide among pregnant and postpartum women. Obstet 
Gynecol. 2010;115(6):1181–1186. 10.1097/AOG.0b013e3181de0194. [PubMed: 20502288] 
6. Palladino CL, Singh V, Campbell J, Flynn H, Gold KJ. Homicide and suicide during the perinatal 
period: findings from the National Violent Death Reporting System. Obstet Gynecol. 2011;118(5):
1056–1063. 10.1097/AOG.0b013e31823294da. [PubMed: 22015873] 
7. Lindahl V, Pearson JL, Colpe L. Prevalence of suicidality during pregnancy and the postpartum. 
Arch Womens Ment Health. 2005;8: 77–87. 10.1007/s00737-005-0080-1. [PubMed: 15883651] 
8. Gold KJ, Singh V, Marcus SM, Palladino CL. Mental health, substance use and intimate partner 
problems among pregnant and postpartum suicide victims in the National Violent Death Reporting 
System. Gen Hosp Psychiatry. 2012;34(2):139–145. 10.1016/j.genhosppsych.2011.09.017. 
[PubMed: 22055329] 
9. Berg C, Danel I, Atrash H, Zane S, Bartlett L. Strategies to Reduce Pregnancy-Related Deaths: 
From Identification and Review to Action. Atlanta, GA: Centers for Disease Control and 
Prevention; 2001.
10. Berg CJ. Identification and review to action: maternal mortality review in the United States. Semin 
Perinatol. 2012;36(1):7–13. 10.1053/j.semperi.2011.09.003. [PubMed: 22280859] 
Austin et al. Page 8
Am J Prev Med. Author manuscript; available in PMC 2019 November 19.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
11. Centers for Disease Control and Prevention. Pregnancy mortality surveillance system. 
www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html. Accessed June 15, 2016.
12. Goodman D, Stampfel C, Creanga AA, et al. Revival of a core public health function: state- and 
urban-based maternal death review processes. J Womens Health (Larchmt). 2013;22(5):395–398. 
10.1089/jwh.2013.4318. [PubMed: 23600436] 
13. Krulewitch CJ, Pierre-Louis ML, Leon-Gomez de, Guy R, Green R. Hidden from view: violent 
deaths among pregnant women in the District of Columbia, 1988–1996. J Midwifery Womens 
Health. 2001;46 (1):4–10. 10.1016/S1526-9523(00)00096-9. [PubMed: 11300307] 
14. Creanga AA, Berg CJ, Ko JY, et al. Maternal mortality and morbidity in the United States: where 
are we now? J Womens Health (Larchmt). 2014;23(1):3–9. 10.1089/jwh.2013.4617. [PubMed: 
24383493] 
15. Centers for Disease Control and Prevention. Injury prevention and control. Division of violence 
prevention. www.cdc.gov/ViolencePrevention/NVDRS/index.html. Accessed June 15, 2016.
16. Buescher PA, Harper M, Meyer RE. Enhanced Surveillance of Maternal Mortality in North 
Carolina. Raleigh, NC: North Carolina Department of Health and Human Services, Division of 
Public Health, Center for Health Informatics and Statistics; 2001.
17. Horon IL, Cheng D. Effectiveness of pregnancy check boxes on death certificates in identifying 
pregnancy-associated mortality. Public Health Rep. 2011;126(2):195–200. [PubMed: 21387949] 
18. The American College of 0bstetricians and Gynecologists Committee opinion no. 630. Screening 
for perinatal depression. Obstet Gynecol. 2015;125(5):1268–1271. 10.1097/01.AOG.
0000465192.34779.dc. [PubMed: 25932866] 
19. North Carolina State Center for Health Statistics. The PRAMS survey. www.schs.state.nc.us/schs/
prams/2011/. Accessed June 15, 2016.
20. ACOG Committee opinion no. 518: intimate partner violence. Obstet Gynecol. 2012;119(2 Pt 1):
412–417. 10.1097/AOG.0b013e318249ff74. [PubMed: 22270317] 
21. Smith Sehedy AE, Hutchins GM. Problems with proper completion and accuracy of the cause-of-
death statement. Arch Intern Med. 2011;161(2):277–284.
22. Paulozzi LJ, Mercy J, Frazier L, Annes JL. CDC’s national violent death reporting system: 
background and methodology. Inj Prev. 2004;10:47–52. 10.1136/ip.2003.003434. [PubMed: 
14760027] 
Austin et al. Page 9
Am J Prev Med. Author manuscript; available in PMC 2019 November 19.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Figure 1. Suicide and homicide deaths, by pregnancy and postpartum status and data source, 
North Carolina, 2005–2011.
aNC-VDRS indicates additional violent deaths not identified in traditional ascertainment and 
identified only in the NC-VDRS.
bTraditional ascertainment defined as maternal mortality files identified from death 
certificates with any mention of pregnancy or matched to a live birth or fetal death record, 
and hospital discharge records for women who died in the hospital with a pregnancy-related 
diagnosis. Results of traditional ascertainment plus NC-VDRS represent enhanced case 
ascertainment. Enhanced case ascertainment identified 29 suicides and 55 homicides.
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